A techniquefor blocking the femoral nerve using a single needle placement is described. It depends on an appreciation of the anatomy and the need to feel loss of resistance twice as two fasciallayers are penetrated during insertion of the needle just lateral to the femoral artery. A single injection of bupivacaine 0.35-0.5 per cent of at least 0.3 mllkg will produce a satisfactory block.
An alternative technique to that commonly described 1-3 has been developed following careful study of an anatomical dissection of the groin made to demonstrate the femoral and other nerves where they are blocked. ANATOMY The femoral nerve is derived from the lumbar plexus L2, 3, 4 . It runs in the groove between the psoas major and iliac muscles. It enters the thigh under the inguinal ligament lying anterior to the iliopsoas muscle and just lateral to the femoral artery. The nerve divides, usually immediately below the inguinal ligament, into anterior and posterior bundles. The anterior group innervates the skin over the anterior part of the thigh and the sartorius muscle. The posterior group innervates the quadriceps muscles, the knee joint and its medial ligament. Its major branch, the saphenous nerve, supplies the medial side of the calf. It divides into two branches. One ends at the ankle and the other passes in front of the, medial malleolus supplying the medial side of the foot, often extending to the metatarsophalangeal joint of the big toe. The femoral triangle is covered by showing the relations of the femoral nerve. 
-The relationship of the femoral nerve 2 centimetres below the inguinal ligament to the two fascial layers described. The femoral sheath has three compartments containing the artery (A) vein (V) and lymphatics in the medial one. The nerve lies on iliopsoas muscle with pectineus lying medially.
Within the triangle the femoral vessels lie in the femoral sheath. The femoral artery lies beneath a line drawn from the midpoint of the inguinal ligament to the apex of the triangle.
The femoral nerve enters the femoral triangle behind the inguinal ligament to lie lateral to the femoral artery. In contrast to the vessels which are in a plane between the fascia lata superficially and the fascia iliaca beneath, the femoral nerve lies deep to both fascia lata and fascia iliaca.
The single injection technique to be described depends on the fact that two fascial layers can be identified if a short bevel needle is used (Figure 2 ).
TECHNIQUE
The patient lies supine with the anaesthetist standing on the side of the limb to be blocked. After skin preparation the femoral artery is palpated below the inguinal ligament. A wheal is raised at a point just lateral to the artery. A short bevel needle is introduced through this wheal and advanced downwards perpendicular to the skin. A characteristic "pop" or loss of resistance is felt as the needle goes through the fascia lata and again as it penetrates the fascia iliaca. Paresthesiae need not be elicited. The needle is aspirated to ensure that it is not in a blood vessel. Local anaesthetic solution is then injected. The radio-opaque contrast medium demonstrates that the compartment containing the femoral nerve was filled, and clinically the patient had complete analgesia. In the AP view the nerve compartment overlies the head of the femur.
DISCUSSION
The usual technique described for femoral nerve block suggests that either paresthesiae should be obtained or that the needle oscillates with the femoral artery pulsation. Because the nerve divides near the inguinal ligament fanwise injection lateral to the artery is recommended.
Our anatomical dissection shows that the femoral nerve lies just lateral to the artery but separated from it by fascia iliaca which lies superficial to the nerve.
The X-ray shows that the local anaesthetic spreads upwards in a confined space in which the femoral nerve and its branches lie. Solution injected into this space should surround all the branches provided enough is used. Volumes varying from 0.2 to 0.5 mllkg of bupivacaine with Conray 280 were injected in a series of patients to determine the spread radiographically. Volumes of 0.3 mllkg provided adequate spread and produced a satisfactory block clinically. Larger volumes will spread upwards and produce a lumbar plexus block. 4 Fascial planes are less easily felt with sharp, long bevelled needles. Location of the fascial planes is easier with short bevelled needles such as those used for lumbar puncture. The needle should be inserted so that the bevel lies parallel to the nerve fibres thus minimising the possibility of nerve damage.
Femoral nerve blocks are becoming increasingly popular for analgesia when the shaft of the femur is fractured. 5 Analgesia and relaxation of quadriceps femoris spasm relieve the pain and allow reduction of the fracture and the application of traction.
